Objective: The objective of this study was to evaluate the feasibility of intraoperative contrast-enhanced ultrasound (CEUS) to detect and to treat endoleaks (EL) during endovascular aneurysm repair (EVAR).
Objective: The objective of this study was to evaluate the feasibility of intraoperative contrast-enhanced ultrasound (CEUS) to detect and to treat endoleaks (EL) during endovascular aneurysm repair (EVAR).
Methods: Patients undergoing elective EVAR from January to December 2017 were consecutively enrolled. After endograft deployment, two completion angiography studies (2CAs) with orthogonal Carm angulation (anteroposterior and 90-degree left anterior oblique) were routinely performed. Intraoperative CEUS was performed in sterile conditions on the surgical field before guidewire removal. Presence and type of EL at the 2CAs and CEUS were evaluated and prospectively collected. CEUS was performed by a vascular surgeon blinded to the findings of the 2CAs. The primary end point was the agreement between the 2CAs and CEUS for detection of any EL and type II EL (Cohen k). The secondary end point was evaluation of number and type of intraoperative adjunctive procedures performed as a result of CEUS findings.
Results: Forty-four patients were enrolled (mean age, 77 6 6 years; male, 91%). The 2CAs revealed 9 ELs (21%; type IA, 1; type II, 8; Table) On the basis of CEUS findings, adjunctive intraoperative procedures were performed in five patients (11%): Palmaz stent was deployed for a type IA EL in one case; sac embolization with coils was performed under CEUS control in four cases according to the preoperatively planned procedure.
Conclusions: Intraoperative CEUS during EVAR detected a higher number of ELs than the 2CAs and allowed more precise identification of EL type. CEUS is a useful tool in intraoperative sac embolization for type II EL. Objective: Renal dysfunction is a well-described complication of open juxtarenal abdominal aortic aneurysm repair; however, the associated risk factors and corresponding impact on survival are not well described.
Methods: We identified all patients not on hemodialysis (HD) undergoing open repair of nonruptured juxtarenal aneurysms in the Vascular Quality Initiative from 2003 to 2017. We used mixed effects logistic regression to determine factors associated with in-hospital acute kidney injury (AKI; defined as serum creatinine increase >0.5 mg/dL) and dialysis as well as the association between postoperative renal function and perioperative mortality. Cox regression was used to determine the association between postoperative renal complications and long-term survival.
Results:
We identified 2635 open juxtarenal repairs, of which 621 (24%) were complicated by AKI. The majority of these (20% of the overall cohort) were AKI alone, but 2.2% required temporary HD and 1.7% were permanently dialysis dependent. . Neither mannitol nor the use of cold renal perfusion was associated with renal complications or mortality in the overall cohort or in the subset of patients with clamp times >25 minutes. Postoperative renal dysfunction was associated with higher adjusted perioperative mortality (AKI: OR, 2.6 [1.4-5.0; P < .01]; HD: OR, 10.5 [4.0-27.6; P < .001]) and significantly higher risk of long-term mortality (AKI: hazard ratio, 1.5 [1.0-2.1; P ¼ .049]; HD: hazard ratio, 5.8 [3.2-10.3; P < .001]; Fig) .
Conclusions: Although multiple patient and intraoperative factors are associated with postoperative renal dysfunction after open juxtarenal repair, the use of mannitol and cold renal perfusion were not. Objective: Conflicting reports exist about whether patients undergoing surgery on the weekend or later in the week experience worse outcomes.
Methods: We identified patients undergoing repair of abdominal aortic aneurysms (AAAs) in the Vascular Quality Initiative (VQI) between 2009 and 2017. We used mixed-effects logistic regression to compare adjusted rates of perioperative mortality based on the day of repair.
Results: Of 38,498 AAA patients in the VQI, 30,537 (79%) underwent endovascular aneurysm repair and 7961 (21%) underwent open repair. Tuesday was the most common day for elective repair (22%), whereas most symptomatic repairs were performed on Fridays (20%), and ruptured aneurysms were evenly distributed (Fig) . Patients with ruptured aneurysms (n ¼ 3112) experienced similar adjusted perioperative mortality whether they underwent repair during the week or on weekends (26% vs 29%, respectively; P ¼ .08). Patients with ruptured AAA were more likely to be transferred to another hospital for repair on the weekend (63% vs 59%; P ¼ .04). Patients with ruptured AAA treated at the index hospital experienced similar adjusted perioperative mortality whether they presented on a weekday or weekend (31% vs 29%; P ¼ .6). However, patients transferred on the weekend experienced higher adjusted mortality than those transferred during the week (28% vs 21%; P ¼ .02), despite the fact that during the week, transferred patients actually experienced lower adjusted mortality than patients treated at the index hospital (21% vs 31%; P < .01). Adjusted mortality after symptomatic AAA repair (n ¼ 3469) was similar between weekday and weekends (4.3% vs 5.3%; P ¼ .4). However, among those patients who presented during the weekend, adjusted mortality was higher for those undergoing repair over the weekend compared with those whose operations were delayed until a weekday (7.9% vs 3.1%; P ¼ .02). Adjusted mortality in elective cases (n ¼ 31,324) did not vary across the days of the week. Results were consistent between open and endovascular aneurysm repair patients.
Conclusions: In patients undergoing AAA repair in the VQI, we found no evidence of a weekend effect for ruptured or symptomatic AAA repair and no difference in the outcomes of elective repairs between days of the week. However, patients with ruptured AAA transferred on the weekend experienced higher mortality than those transferred during the week, suggesting a need for improvement in weekend transfer processes. Objective: Although endovascular aneurysm repair (EVAR) of abdominal aortic aneurysms (AAA) has been demonstrated to have favorable outcomes, not all cohorts of patients with AAA fare equally well. Our goal was to investigate perioperative and 1-year outcomes in patients with end-stage renal disease (ESRD) on dialysis, who have traditionally fared worse after vascular interventions, to assess how ESRD affects outcomes in a large modern cohort of EVAR patients.
Methods: The Vascular Quality Initiative database was queried for all patients undergoing EVAR from 2010 to 2017. ESRD patients were compared with patients not on dialysis. Propensity-matched scoring and multivariable analysis were used to isolate the effects of ESRD.
Results: Of 28,683 EVARs identified, there were 321 (1.12%) patients with ESRD on dialysis. Patients with ESRD had no difference in presenting AAA size (57.5 6 12.7 vs 56.7 6 17.2; P ¼ .44); however, they had more urgent/emergent repairs (20.6% vs 13.6%; P ¼ .002) than those without ESRD. ESRD patients were more often younger, nonwhite, nonobese, and less likely to have commercial insurance (P < .05). ESRD patients more often had hypertension, coronary artery disease, congestive heart failure, previous lower extremity bypass, aneurysm repair, and carotid interventions (P < .05). There was no difference in the rate of concomitant procedures. Matching based on demographics, comorbidities, and operative details showed that ESRD patients had longer hospital length of 
